Objective-To assess the efficiency of an early pregnancy assessment unit in the care of women with bleeding or pain in early pregnancy.
Introduction
In the past decade much attention has been paid to the provision of maternity services, with numerous recommendations being made for improvements. ' 2 These studies, however, have not considered the management of women with miscarriages, which occur in up to one in five confirmed pregnancies, or of the many women who have a threatened miscarriage.
The report of the standing medical advisory committee states that "medical audit can improve the appropriateness and adequacy of clinical care."' Medical audit can also be used to ensure that scarce resources are used to greatest advantage. We reviewed the practice of routine admission of women with pain or bleeding in early pregnancy and assessed the effect of introducing an early pregnancy assessment unit on patient care and cost of treatment.
Methods
We studied all women admitted to our hospital with pain or bleeding in early pregnancy in the six months before the early assessment unit was set up (1 January to 30 June 1989) and all those referred to the unit in its first year (17 July 1989 to 16 July 1990). The 22 were admitted directly with ectopic pregnancies requiring immediate surgery. The table shows the results of the initial assessments.
Before the unit was established women found to have a viable pregnancy, or to have had a complete abortion, or not to be pregnant stayed in hospital for an average of one and a half (range half to three) days. The duration of stay for those women requiring an evacuation of the uterus was three (one and a half to five) days. Women often had to stay longer than necessary because ultrasonography was not available at weekends and public holidays and had to be fitted around booked appointments during weekdays. Since the unit was established most women have been treated as day cases and the maximum stay has been one and a half days. For women with a viable pregnancy or who were not pregnant the stay was reduced from one and a half days to two hours.
The proportion of women presenting to the early pregnancy assessment unit who needed repeat ultrasonography or were not pregnant was greater than the proportion presenting in the previous six months (11% v 8% for repeat ultrasonography and 16% v 5% not pregnant). The We also believe that the unit provides patients with an improved quality of service. Patients feel that their condition is a priority to the staff. Their condition is usually diagnosed in less than two hours and treatment completed in less than a day. Patients are also spared the anxiety of unnecessary admission to hospital, with the associated domestic problems, especially if women have other children.
The principal disadvantages are that admission to hospital is delayed for a few hours, although immediate admission is possible when clinically necessary, and that a doctor and nurse must devote up to the first two hours of the working day to dealing with assessment of day cases. The workload associated with such assessment is variable.
We suggest that all acute gynaecological units should organise an early pregnancy day case assessment unit. We believe that this would improve the quality of service to the patients and rationalise the use of financial and staff resources. 
ANY QUESTIONS
Patients are usually advised to discontinue the oestrogen containing combined pillfor at least four weeks before elective major surgery or surgery to the legs. Should the same policy invariably be followed for women taking oestrogens for climactenc symptoms?2 Natural oestrogens affect haemostasis far less than the combined contraceptive pill, and a comprehensive review in 1982 stated: "At present it may be concluded that oestrogen replacement therapy, per se, does not place the healthy postmenopausal woman at greater risk of developing arterio-venous thrombosis."3 I do not know of any subsequent research reports to challenge this authoritative opinion. Moreover, if the oestrogen is given in a natural form and in a dose substantially equivalent to and replacing the function of functionless ovaries it may be argued that to insist on stopping such oestrogen would be like castrating women in the late reproductive years as a prerequisite for major surgery.
The other side of this argument, however, is that if a postmenopausal woman is in a naturally safer state than she might be, for example, with either ovarian or replacement oestrogen she might do better to continue so. The possibility cannot be excluded, however, that a woman with some known or unknown predisposition to venous thrombosis may not be made more likely to develop this because of the added natural oestrogen. Furthermore, the stakes are lower than for the combined pill if hormone replacement treatment is stopped for a few weeks: there is no fear of unwanted pregnancy with its inevitable physical and emotional risks.
The risk of thrombosis increases with age, and some doctors argue strongly that women over 45 should normally receive some form ofprophylactic antithrombotic cover for major surgery. Given this, the hazards of continuing replacement with natural oestrogens would surely be negligible in healthy women free ofall other risk factors. An exception is oestradiol implants: not only is there a regular surge in blood levels during the first month after insertion but routine reinsertion in some women precipitates an extraordinary and unpredictable rise. A blood concentration of 9600 If humans were at risk from developing cancer from the presence of such chemicals in tea there would be no reason to expect it to disappear after milk was added. Furthermore, rats fed continuously on a diet containing excessive concentrations-for example, 20%-of lactose (the sugar present in milk) are prone to develop adrenal medullary and testicular tumours. If the results of such unrealistic experiments were relevant to man the addition of milk to tea might increase rather than reduce the risk of cancer. Drinking tea hotter because it has not been cooled down by the addition of cold milk might theoretically damage the lining of the oesophagus and stomach, and such damage might theoretically increase the risk of cancer. But there is no evidence that this is in fact so. Indeed, there is no convincing evidence that the drinking of tea, either with or without milk, constitutes a risk of cancer for man. -FRANCIS J C ROE, consultant in toxicology, London I International Agency for Research on Cancer. Tannic acid and tannins.
